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x40 SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S FLAN OF CORRECTION )
RREFIX {EAGH DEFICIENCY MUST BE FRECEGED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD RE COMPLETION
TAG LLATORY ORLSC IDENTIFYING INFORMATION) TAG CROBB-REFEREggFEIg[Eg OT\I;I)EAPPROPRIATE CATE
F 000 INITIAL COMMENTS F Q00
F 225 ,
An annual Recartlileation survey and complalnt 1. C.N.A #3 and #2 are no #1413
Investigation #31384, and #31747 were longar employed :t
complated on May 30, 2013, at Good Samaritar facility chua intaxviaus
Soclety at Falrfield Glads. No deficiencies were are not obla e in
cited related to complaint investigation #31747. Sondusted at this time for
Deficiencies wers clted related to complaint . 3 complata onvran “"‘3""-:::
#31384 under 42 CFR Part 483, Requirements 2. t:ltiﬁa egt"‘::" e
' for Long Term Cara Faoiiities, g; b de;:c ol nctad
F 225 4{332 (o)1, {c)(2) - (4) F225| o Raceducatoon cre
88=D|| STIGATE/REPORT Providad ke all ataff on
ALLEGATIONS/INDIVIDUALS €88 Abuse and Negleat
The facllity must not employ individuals wha have g;fi‘g-" and Procedure by 6-
been found guilty of abusing, neglesting, or 4 a' 1ing of
mistreating residents by a sourt of law: or have ain :::p . J.g g
had a finding entered Into the State nurse alida L‘:::w;'_ . a:"m Pt dited
reglatry concamning abuss, naglect, mistreatment ol Q:s Fpmliogs p
of resldents or misapprapriation of thalr property; santaan NG md""““ YR Exon
and report any knowledpe it has of actions by the Rosident Intewyicn o
court of law against an employss, which would Resident Obsarvats
indlcate unfitness for sarvice a8 & nurse aide or options. G385 Bace
other faclilty staff to the State nuree alde registry onident and Tnoident
or Ifcanslng authorities. Rap:rt ;ar:: } will ::l:
Tha facllity must ensure that all alfeged violations ::f:::j’:hml’:“::?:n o
invalving mistreatment, neglect, or abuss, of neglect aze thos o ghly
including injuries of unknown sourcs and inve ,gigam and
mlsap;groprlatiun of resident property are reported immediately reported to
Immediately to the administrator of the facility and the Facility
to other offfclals In accordance with State law Aduiniatrater, Results
through eatablished procedures (including to the will be reportad to the
Etate survey and certification agency). Quality Assurance
'The tacillly must have evidenca that all afieged e afane;con avalustion
violations are thoroughly Investigated, and must improvement masauzas
prevent further potential abuse while the !
Investigation is in progress,

ABGRATORY DIREGTOR'S OR PRQVIDEN/SUPPLIER REPRESENTATIVES SIGNATORE T TILE MO CRIE
i NosTlondot Y umadah®  4-2)-

atinont ending with aq aaterisk (*) denotes o deficlency which the insttulion may be excused from corracting providing it Is detsrminad that

Eide sufficlent protedlion to the patlents. (Sco Inginictions,) Except for nursing homes, the findings stated above are disclosabla 80 days
allowing the date of survey whather cr not a plan of correction is provided, For nusing homes, the above findings and plans of corraction are disciosable 14
leys followlggd thaﬂdate thesa documents ase mada avallabla to the facility. If deficlancles are elted, an epproved plan of corractian ls reqiielte to continuad
wagram participation.
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F 225 | Continued From page 1 F 225 |
F223
The results of all Investigations must be reported MDS Coordinator has reviswed residents care
to the admirdstrator or his deslgnated plans end updated as needed. Resident #7 care
representative and to other officlals In accordance plan hes been updated to address MY toileting
with State law (including to the State survey and scheduls, ~In-service was dons by the DNS
certification agency) within & working days of the on answering call lights timely and updating
Incldent, and if the allaged violation Is verlfied caro plans on 6-26-2013,

appropriate corractiva action must be taken.
S = D‘}mﬂm oﬁ ‘rlu.hn.m‘s
;‘}llla REQUIREMENT Is not met as evidenced Sahtans .

Based on medical racord reviaw and interview,
the facllity failed to thoraughly Invastigate an
allsgation of naglect for one (#7) of twanty-four
residents reviewed.

The findings Included:

Review of a facility investigation dated March 12,
2013, ravaalad on March 8, 2013, resident #7
reported to Certifled Nurse Assistant (CNA#2)
that on the previous shift, GNA #3 had told the
regident that it wauld be awhile befora the
rasldent ¢ould ba mssisted to the bathroom, to
Just use the incontinence brief the resident had
an, and the staff would change It later. Continued
review revealed CNA #2 reported to Licensad
Practical Nurga (LPN) #1the residant's concarns
and the LPN reported tha resident's concerns o
administration.

Continued review of the facliity Investigation
dated March 12, 20183, revealed written
statements from LPN #1 and CNA#2, snd a
verbal statemant from the resident, no statements
from CNA #3 (aceused), or CNA#4 (CNA who

*ORM CMS-2387(02-09) Provious Versiona Obsuleta Event ID:EIVL Facllity ID: TN?104 If continuation sheet Paga 2 of 11
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F 225 | Continued From page 2
- worked the shift with CNA #3 March 8, 2013).

Interview on May 28, 2013, at 2:30 p.m., In
resident #7's room with resldent #7, revealed the
resident uses the call light to 2esk asslistance to
the bathroom. Continued interview revealed the
rasident could not recall the Incident on March 8,
2013, but did reveal the realdant frequantly has to
walt far asslstance to the failat,

Interview on May 29, 2013, at 3:06 p.m., in the
Nandina dining area with CNA #4 reveated CNA
#4 was not asked to provide = statement
regarding the neglect aliegation for March 6,
2013. Continued Interview revealad
approximately 20 minutes bafora the and of the
shift, rasident #7 did turn the call light ont and
CNA #3 went to the resldent's room. When GNA
#3 returnad to the desk no comments were made
as {0 what the resident needed. Continuad
interview revealed CNA #4 had worked for
several months willh CNA#3 and CNA#4 had
nevar heard CNA#3 tell a resident to use the
brief to tollat instead of taking a resident to the
bathroom, Continued intarview slzo ravealed
resident #7 uged the call light to get assistancs to
the bathroom and would occaslonally call fer
gssistanca too late.

Interview with the Directar of Nursing (DON) on
May 29, 2013, at 3:30 p.m., In the conference
room revealed CNA#3 and CNA #2 were no
longer employed by the facllity, and the DON
confirmed tha Invastigation from the March 6,
2013, allegation of neglect was not thoroughly
investigated.

C/O #31384

F 225
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PRAG" | AZGULATORY GRLSC IDENTIFVING MPORIATION) P céoss-nereaegg&g];gggeAPPRGPRIATE SarE
F 2680 | 483.20(d)(3), 488,10(k}(2) RIGHT TO F280| pE280
88=D| PARTICIPATE PLANNING CARE-REVISE CP 1, Carma plan for zesident
#71 was updated by the MDS F-1%-18
The resident has the right, unleza adjudged Coordinator en 05/31/2013
Incompatent or otherwise found {o ba to reflect resident's
incapacitated under the laws of the State, to change of condition and
participate in planning care and traatment or current omre naads.
changas in care and treatment, 2, All zresnldents have the
potentizl to ba affactad
A comprehensive care plan must be developed by this deficienoy
within 7 days after the completion of the 3. Re-education was
comprehansive assessment; prepared by an previded to all lizansad
Interdisciptinary team, that includes the sttanding nursing staff on G55 Carae
physiclan, a registerad nurse with responsibllity Planxiing policy and
for the resident, and other appropriate staff in Procadura with tha
disclplines as determined by the resident's needs, dixection to update
and, to the extent pragticable, the participation of rasideant‘s gare plan
the residant, the realdent's family or the resident’s immediataly with changes
legal representative; and perlodically rsviewed in condition / changes in
and revised by & teem of qualified persons after carxe noeds by 6-27-13.
oach azzessment, 4. Cara plens will ba
audited by Diraector of
Noreing weakly X 4 weeok,
then monthly X 2 months,
: Rasultx will be reported
Thie REQUIREMENT s not met 23 evidanced to the Quality Asguranca
by Conmittwe for ovaluation
Bagad on medical record raview and Interview, of affectivenaess of
the facllity failad to update a care plan for one improvement measures.
resident (#71) of twanty-four residents reviewed,
The findings Inciuded:
Resldent #71 was admitted to the faciiity on
March 23, 2013, with dlagnoses including ORIF
(Open Reductlon internal Fixstion) of Hip, Acute
Kidnay Fallurg, Hypertenslon, Mypothyraldism,
and Parkinson's Disease.
ORM CMS-2567(02-98) Previous Versions Cbsclalo Evant ID:EVL11 Facslly [D: TNT108 I continualion sheat Page 4 of 11
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F 312
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Continued From page 4

Msadlcal record review of a Physiclan's note dated
March 24, 2013, revaaled the resident "...Is now
chronic (kidney) failure..." Continued review of
the Physictan's note from that date revealed the
resldent had been recaliving hemodylalysis to
treat the kidney fallure, howaver ™,..decided not to
tasume HD (hemodylalysis) so (res) has boan on
comfort care...”

Medical record raview of the Care Plan revealed
“..Alieration in health status...renal dialysls...”
which had been discontinued. Continuad review
of the Cars Plan revealad no updats to Include
the resident's change in status related to
dlscontinuation of hemodialysls. .

Intarview with the Dlrector of Nursing (DON) and
Minimum Data Set Goordinator (MDS} on May
30, 2013, at 10:00 a.m., In the Corferenca Room,
confirmed the Care Plan had not haen updated to
reflect the change In medical status of the
resident. The DON and MDS Coordihator
confirmed they wotild expect the Care Plan to
have becn updated to refiact the discontinuation
of dlalysis services,

483.26(a)(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

A resldent whe is unabls to carry out activities of
dally living recaives the necessary servicas to
maintain good aulrition, grooming, and persanal
and oral hyglene,

;hla REQUIREMENT is not met as evidanced
'
Based on medioal record reviaw, chservation,

F 280
F280

All care plans have been raviewed by the
MDS Coordinator and updated as nocded, In-
servics on change in condition was done by
the DNS on 6-27-13,

o - Dissetin o Tlrowy
St tas

F312

“ORM CM3-2567(02-88) Pravious Varsions Obaolete Bvent I0;EJVLI
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F 312 Contihued From page § F312] raiz
and Interview, the feility falled o ensure tolleting 1. Rasidant #7 is baing y-
assistance was provided for one resident (#7) provided assigtance to 7-14-43
and failed to provide nall care for one (#37) toilaet when requasted.
resident of twenty four resldents raviewad, Regident #37 had hands
washed and fingernails
The findings included: asleaned on 05/30/2013.
Rasidant #37 caza plan was
Review of a facllity Investigation dated March 12, updated to inslude hand
2013, revealed on March 8, 2013, resident #7 washing with nail gare
reported o Certiffed Nurse Assigtant (CNA #2) after aach mesl.
that on the pravious shift, CNA #3 had told the 2, All residaents
tesident that it would ba awhile before the dependant on ataff for ADL .
resident cotild be assisted to the bathroom, to assistange have the
just use tha Incontinance brief the resident had potantial to be affpcted
on, and the staff would change it later. by this deficieney.
3. ZRe-aducation was
interview on May 28, 2013, at 2:30 p.m., In provided to all C.N.A.
resident #7's room with resldent #7, revesled the ataff by staff development
resident uses the call light to sesk sesistance to coordinator on asailsting
the bathroom. Continued Interview revealed the rasidents timely with ADL
resident Gould not recall the Incident on March 6, assistance by €-27-13.
2013, but did reveal tha resldent frequently has to 4. A sample of residants
walt for assistance to the {ofiet. raquiring staff assistance
with ADLm will ha
interview an May 20, 2013, at 3:06 p.m., In the . interviewed regarding
Nandina dining area with CNA #4 reveslad timely assistanas with
resident #7 usad the call light to get assistance to toileting. Residents
the bathroom, ‘ grooming will ba obzazvad
2 X weekly for 4 weeks,
Resident #37 was admitted to the facility on then weaekly X 1 month,
February 28, 2012, with diagneses including Rasults will be reported
Dementia, Chronic Paln, and Delusions, to the Quality Assurancea
Coummittes for svaluvatisn
Medical record review of Cara Plan datad April of affactivenass of
26, 2013, revealed the resident required improvemsnt mamsures,
assistance with all activitles of dally living
including bathing, grooming, oral care, and
required finger foods for meals.

“ORM CME-2587{02-59) Praviou Veraions Obsolate Event 1ID;EML14 Facility ID: TNM08 If continuation sheat Papga 6 of 11
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Continued From page 8

Cbservation on May 28, 2013, at 11:50 8.m., In
the Nandina dining area revealed the resident
sitting in the wheelchalr and all ten fingernails had
debris under the nall {Ips,

Obsarvation on May 28, 2018, at 12:18 p.an., In
the Nandina dining area revasalad the resident
feeding self pleces of braad with the fingers and
all ten fingernails had debris under tha nall tips,

Observation on May 28, 2013, at 10:15 a.m., in
tha Nandina dinlng area revealad tha resident
sitting at the table walting for breskfast and all ten
fingernelis had debrla under the nail tips.

Observation on May 28, 201 3, at 10:30 a.m., In
the Nandina dining area revealed tha resident
feadIng zelf bacon and pancakes with the fingers
and ell ten fingernails had debis under the
fingarnalls. Observation on May 28, 2013, at
12:10 p.m., In the Nandlna dining area revesled
the resident sitling In the wheslchalr near the
dining room tabla and ali ten fingemalls had
debris under the nall tips and Certifled Nurse
f\ssl:tant (CNA) #1 was feeding the resident
unch,

Interview and observation on May 30, 2013, at
10:30 a.m., in the Nandina dining araa with CNA
#1 revealad the resident saatad at the table with
oatmeal, toast, and chacolate sneure for
breakfast. Observatlon ravealed afl ten fingernslls
had debris under the nal! tips and tha resident
was faading eelf toast, Continued interview with
CNA#t confirmed the resident eats with the
fingers end debris was presant under the nall tips,

F 312

Fi12

MDS coordinator assessed all Residents for
ADLs and care plans wers updated as needed.
DNS in-gerviced nursing staff on 6-26 and 6-
27 on ragidents who are dependent on staff for
ADLs such as tolleting, hand and nall cars, je,

ARSs - Oelumbiys o
Dty Swvingy
Ds- Divacts
lsing Seoasenc

*ORM CMS-2607(012-68) Fravious Verslons Obsalala
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4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF GORREGTION xa)
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F 312 | Continued Fram page 7 F a2
C/Q #31384 Faz2a
F 323 | 483.26(h) FREE OF ACCIDENT F 323} 1. Resident #2 care plan 7.
88=D | HAZARDS/SUPERVISION/DEVICES was updated en 05/30/2¢013 T3
with appropriate fall
The facliity must ensure that the resitant pravention interventions.
environment ramalns as free of accldent hazards A rasouras list of
a8 ls possible; and each residant receives potontial intexventions
adequate supervision and assistance daviees to for fall pravention is now
pravant accidents, peataed at aach nurse’a
station.
2. All rasidenta at risk
for falls have tha
rotuntial to be affectad
This REQUIREMENT g not met as evidenoed by this deficienay.
by: 3. Re-education was
Based on medical racord review, review of facility provided tou licensed
policy, andreview of facfliy investigation, _ auzses on individualizing
observation, and interview, tha faciilty falled to rasident's care plan to
Implement and/or update safaty Interventions for intlude fall prevention
falls for one resident (#2) of twenty-four residents naasuras by 6-27
raviewst, 4, DN8 or designas will
audit care plans and
The findings included: cbserve cares to ensure
. dara plan approaches ara
Resldent #2 was admitted to the facillty on baing followad waawkly X 4
February 28, 2013, with dlagnoses including waeks, then monthly X 2
Alzheimer's Disease with Dementla, History of menths,
Falls with Compression Fractura of Lumber Spine H. Results will be
(L1}, and Dapression. reportad to tha Cuality
Assurance Committas For
Madloal record review of the 30 Day Minimum evaluation of
Data Ssf (MDS) assessment dated March 26, affoctiveness of
2013, revealed the resident had ssvere sognitive improvement measures,
Impairment and poor safety awsreness. The .
resident was ambulatory with the ald of a walker
or wheelohalr and requirad extensive staff
asslistance wilh transfers and Activitics of Dally
Living .
FORM CME-2687(02-09) Pravious Verslona Obsolaty Event ID:ESvL1Y Facilty I0; TN7108 I continuation shast Page 8of 11
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F 323

Continued From page 8

Review of fadiity policy, Fallen or Injurad
Resldent, datad November 2002 and ravised
Octaber 2012 revealed "...21. monltor the
resldant’s condition and effectivensss of
intervantions in place to pravent further falls,, "

Revlew of a facllity Investigation dated Aprli 23,
2013, revealed the resident "...slid from the bed to
the fioor...on buttock...” Protective floor mats
were In place and the resident did not sustain an
injury. The post fall intarvention Implementad
was "...remind the resident to ask for assistance
with transfers and use the call tight for assistancs
to get out of bad.,.."

Review of a facility investigation dated May 18,
2013, revealed the resident had a witnesssd fall,
In the resident's room, at 11:00 p.am. Continued
review of the facllity investigation revealed g
Certlfied Nursing Assistant (CNA) was passing
the residant's room and saw the rasident attempt
to get out of bed unassisted, The resident sllg
down the bed and landed on the knees. The
personal gafety alarm was sounding and fall mats
ware already in place at tha residsnt's badside,
No Injury was identlfed when ossessad by the
nurge Immediately fallowing tha Incident,

Qbservation in the resident's room on May 29,
2013, at 2:00 p.m., revealad the residgnt rizing
unassisted from a chalr and the personal alarm
sounding. Continued observation revaaled the
staff responded Immediately to assist the
rasident,

Interview with CNA #5 on May 20, at 4:10 p.m.,
near the Nandina nureing station, confirmed on

F323

Fa23

For resident #2 fall interventions— bed in low
position, assist to bathroom, bed alarm.
Regident was dischargad to home, All care
plans were reviewed by the MDS Coordinator
and all were updated as needed. DNB in-
serviced nursing staff on falls intervention on
6-26 and 6-27,

oS- Mﬂ\, _
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X4} 10 SBUMMARY GTATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {%5)
éﬂéﬂx (EACH OEFIGIENCY MUSY BE PRECEDED BY FULL PREFX EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGLILATORY OR L3C IBENTIFYING INFORMATION} TAG &REFEREQ[E&E’R;!\;I)E APPROPRIATE DATE

05/30/2013

F 323} Continued From paga g F 323

May 18, 2018, the CNA was passing the
resident's door at the time of the fall, but ‘.. Juat
couldn't get to (resident) fast anough..."

Interview with the Adminlstratar on May 30, 2013,
at 3:40 p.m.,, in the Administrator's office,
confirmad the resident had demantia and &
known history of falls. The Admilniatrator
conflrmed the intervantion of *,..remind tha
resident fo call for azsist with
transfars/ambuiation..." was inadequate to
ensure the resident's safety and prevent futura
falls.

F 4311 483.60(h), (d), (e) DRUG RECORDS, F 431
88=D | LABEL/STORE DRUGS & BIOLOGICALS

The facllity musat employ or obtaln the sarvices of
a licensed pharmaoist who establlshes a system
of records of receipt and dlsposition of ail
cantrolled drugs In sufficient detall to enable an
accurate reconclliation; and determines that drug
records are In order and that an acgount of all
confrolied drugs Is maintained and periodically
recanciled,

Drugs and biologicsls used in the Taciity must ba
labeled In accordance with currently accepted
professional principlas, and intlude the
apprapriate accessory and cautionary
Instructions, and the expiration date when
applicable,

in accordance with State and Federal laws, the
facllity must store all drugs and blologleals In
locked compartments under proper temperature
gontrols, and permit only authorized personnsl to
have agcess to the keys,

‘ORM CM3-2567(02-08) Praulpug Verslans Obaslelo Event ID; ENLT Faeity ID: TN7108 If continuation shast Poge 100! 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES 1} PROVIDER/SUPPLIERICLIA MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION . }IDENTIFIOATION NUMBER: ﬁfusmma COMPLETED
245806 B, WING nﬁmg@@lg
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
100 SAMARITAN WAY
GOCD SAMARITAN SOCIETY - FAIRFIELD QMDE CROSSVILLE, TN 38458
SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION x5}
r{vﬁdr:gplﬂ (EACH gznclznov MUST BE PRECEDED BY FULL pnlgmx {EAGH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG °"°83'“EFERE§ESE|TE§ érﬂnemnaopmre DATE
F 431 | Continuad From page 10 F 431 P 431
Tha facllity must provide separatsly locked, 1. Expired medicationa
permanently affixed compartments for atorage of wers raemovad on May 30,
controlled drugs listed In Schadule Il of tha 2013. Consulting ’7‘/9’-{?
Comprehensive Drug Abuse Pravantion snd Pharmaciat was notified on
Control Act of 1976 and other drugs subject to May 31, 2013, Consulting
abuse, axcept when the facllity uses single unit Fharmacist will shank
package drug distribution systems in which the madication carts /
quantity stored Is minimal and a missing doze san nadication room for
be readlly detaotad. oxplred maediscationa every
tuo waaks,

2. BAll residants have the
potaential to be affaantad

This REQUIREMENT g riot met as evidencat by thia deficiancy.

by: 3. Licensed nurses were

Based on observation and Interview, the facllity ra-aducated on 88

falled to remove explred medications from the Prosadure on Modloatisn

shelf in one of two medlcation rooms cbserved, Acquisition, Receiving,
Dispensing, and Stoxage on

The findings Included: {date) or by (date). Night
shift charge nuras will

Observation of the madlcation room on the ochaok medication charts /

Nandina wing on May 80, 2013, at 8:40 &m., medication room waskly fox

revealad two bottles of Ranliidine (antacid) 75 axpirad medications and if

milligrams (mg) with B0 tablets in each with an axpired medications are

expiration date of January 2013. Continued identifiad remove thaem

observation of the medication room on {he from service and notify

Nandina wing revealad two bottles of Rantidine pharmacy by 6-27-13

76 mg with 30 tablets in each with an expiration 4, Unit managars will

date of March 2013. audit nedication carts /

. madication room weekly

Interviaw with the Unit Coordinator on May 30, chack logs waakly X 4

2013, at 8:45 a.m., In the madication room, weeks, thaen menthly X 2

confirmed the medications were explred but were montha,

stilf on the shelf and avallebla for rasident use. 3. Results will b

reported to the Quality
Asguranse Committos For
svaluation of
effaativeness of

improvement measures,

“0RM CMS-2607(02-68) Praviaus Varslons Obsalels Event I0: EJVL1Y Fally ID: TNT108 If continuatien sheat Page 11 of 11
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. FORMAFPROVED
Division of Health Care Facllities
STATEMENT OF DEFICIENCIEE | (X1) PROVIDER/SUPPLIERICLIA [X2} MULTIPLE CONSTAUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING: COMPLETED
- THT106 B, WING 05130/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE A
GOOD SAMARITAN SOCIETY - FARFIELD GLs | A00 SAMARITAN WAy
2)iD SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X5
REFIX (EACH DEFICIENGY MUSY BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LS [DENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE AFPROPRIATE DATE
DEFICIENCY)}
N 002( 1200-8-8 No Daficlancies Nop2
F431 .
An annual Licensure survey and eomplaint DNS educated nursing staff on the importance
Investigalion #31384, and #31747 were of removing outdated medications on 6-26 and
corpletad on May 30, 2013, at Good Samaritan 6-217.
Socfaty at Falrfield Glade. No deficlancies were .
olted under Chapter 1200-8-8, Standards for &“ﬁ-&s = M .
Nursing Homes. w §
S
Jvislon of Heallh Gare Faciiities

TTLE (X0} DATE:

A ATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

§Th: = FORM

bt EJVLI4 if continuation shaat 1 of |




